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State: Vermont

Citation Condition or Requirement

42 CFR §435.914 11. Effective Date of Eligibility
a. Groups Other Than Qualified Mcdicare Beneficiaries
(1)  For the prospective period.

Coverage is available for the full month if the
follc:winé1 individuals are eligible at any time during
the month.

_X_Apgcd, blind, disabled.
_ X AFDC-related.

Coverage is available only for thc period during the
month for which the following individuals meet the
eligibility reqruiements,

Aged, blind, disablcd.
A.\%‘ DC-related.

(2). For the retroactive period.

Coverage is available for three moriths beforc the date
of application if the following individuals would have
been eligible had they appliegz ' ‘

Apgcd, blind, disabled.
DC-related. -

Coveragc is available beginning the first day of the
third month before the date of application if the
following individuals would have been cligible at any
time during that month, had they applied.

X__ Aged, blind, disabled.

X AFDC-related.

TN No. 93-19

Supersedes Approval Date__ § ¢ -~J6 -0/ Effective Datc___7/1/93
INNo.__ 91-12

b
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Vermont

INCOME LEVELS (Continued)

D. MEDICALLY NEEDY

(1) (2)

(4) (5)

Family Net income level Amount by which

Net income level Amount by which

Size protected for Column (2) for persons Column (4)
maintenance for exceeds limits living in exceeds limits
months specified in rural areas for specified in
. 42 CFR _ 1 months 42 CFR
/X/ urban only 435.1007¥ 435.1007Y
L:? urban & rural
S s 1108 $ 0 $ 1066 s 0
6 s 1183 s 0 s 1150 s 0
T s 1316 s 0 s 1275 s 0
g s 1433 s 0 s 1391 s 0
g s 1533 s 0 s 1500 s 0 ___
10 s 104l $ 0 s 1600 $ Q.
For each
addi-
tional
person, .
add: $ 108 s S 108 s ) -

1/

=" The agency has methods for excluding from its claim for FFP

payments made on behalf of individuals whose income exceeds

these limits.

Vi

TN No. J3-TY

Supersedes
TN No. _ 92-15

Approval Date
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Effective Date 10/1/93

HCFA 1ID: 7985E



